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Abstract
Suicidality in childhood and adolescence is of increasing concern. The aim of this paper was to review the published lit-
erature identifying key psychosocial risk factors for suicidality in the paediatric population. A systematic two-step search 
was carried out following the PRISMA statement guidelines, using the terms ‘suicidality, suicide, and self-harm’ combined 
with terms ‘infant, child, adolescent’ according to the US National Library of Medicine and the National Institutes of Health 
classification of ages. Forty-four studies were included in the qualitative synthesis. The review identified three main factors 
that appear to increase the risk of suicidality: psychological factors (depression, anxiety, previous suicide attempt, drug 
and alcohol use, and other comorbid psychiatric disorders); stressful life events (family problems and peer conflicts); and 
personality traits (such as neuroticism and impulsivity). The evidence highlights the complexity of suicidality and points 
towards an interaction of factors contributing to suicidal behaviour. More information is needed to understand the complex 
relationship between risk factors for suicidality. Prospective studies with adequate sample sizes are needed to investigate 
these multiple variables of risk concurrently and over time.
Keywords Children · Adolescents · Youth · Suicidality · Risk · Resilience · Psychosocial · Web-based · Questionnaire
Introduction
Suicide is one of the major causes of death worldwide, and 
approximately one million people commit suicide each year 
[1]. The incidence of suicide attempts peaks during the mid-
adolescent years, and suicide mortality, which increases with 
age steadily through the teenage years, is the third leading 
cause of death in young people between the ages of 10 and 
24 [2].
Suicidal acts and behaviours are a matter of great concern 
for clinicians who deal with paediatric patients with mental 
health problems. Despite its importance, research on suici-
dality among children and adolescents has been hampered 
by the lack of clarity of definition. Beyond suicidal idea-
tion and suicide plans, there are a number of behaviours in 
which there is an intention to die, including suicide attempts, 
interrupted attempts, aborted attempts, and other suicidal 
preparatory acts. Suicidal behaviours require, not only the 
self-injurious act, but also there must be a suicidal intent. By 
contrast, when individuals engage in self-injurious behav-
iours for reasons other than ending their lives, this behav-
iour is termed non-suicidal self-injury. Deliberate self-harm 
behaviours comprise self-injurious behaviours regardless 
their intentionality.
The features of suicidality in children and adolescents 
are different from those occurring in adults [3] and there is 
a need for tools to identify those young people at higher risk. 
Depression is a factor strongly associated with suicidality in 
this population [4], but it is not present in all cases [5], indi-
cating that suicidal behaviour is a result of the interaction 
of multiple factors. Furthermore, not all depressed children 
and adolescents develop suicidal ideation or behaviour [6], 
indicating the importance of, e.g. social and temperamen-
tal factors. Predicting which adolescents are likely to repeat 
their suicidal behaviour would help to establish prevention 
and intervention strategies for suicidality in children and 
adolescents.
The members of the STOP Consortium are mentioned in 
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Biological, psychological, and social factors contribute to 
a risk profile in children and adolescents. However, the spe-
cific purpose of this paper is to review the literature focusing 
on psychosocial risk factors and suicidality among children 
and adolescents.
Methods
Search strategy
A systematic two-step search was carried out following the 
PRISMA statement guidelines [7]. A PubMed search was 
performed using the following terms: (suicidality, suicide, 
and self-harm), combined with (infant, child, adolescent) 
according to the US National Library of Medicine and the 
National Institutes of Health classification of ages using the 
filters (humans, clinical trial, randomized controlled trial, 
English), and limiting the search up to December 2016. This 
search detected 710 papers. In a second step, the references 
found in the relevant papers were reviewed, identifying 8 
additional publications that had not emerged in the initial 
search.
Selection criteria
Three researchers (JJC, CL, LK) independently evaluated 
the abstracts of the 710 studies (see Fig. 1 for flowchart of 
the literature review). Definitions of suicidal behaviour have 
varied over time and sometimes differ between the US and 
Europe. For this review, we considered suicidality a con-
tinuum and we used the broader definition of the term self-
harm (which includes both suicidal and non-suicidal self-
injurious behaviour as described at the Introduction section).
Papers were selected when they met the following 
criteria:
• Original articles published in English language from ini-
tial online databases until December 2016.
• Child and adolescent participants (under 18 years of 
age). In publications that included adults, only those 
that reported on children or adolescents separately were 
considered.
• Publications whose main aim was to examine risk factors 
for suicidal behaviour/ideation or that included psycho-
social variables as risk factors.
Papers were excluded as follows:
• Reviews, editorials, letters, meta-analyses, and guidelines 
were not considered for this review.
• Studies that investigated the benefit of a therapy (phar-
macological, psychotherapeutic, or community interven-
tion), or only analysed suicidal methods, or evaluated 
psychometric properties of assessment instruments, were 
excluded.
As a result of this selection process, 77 full-text articles 
were further assessed.
Data extraction
The same three researchers (JJC, CL, and LK) reviewed the 
selected manuscripts. For each study, the following data 
were extracted: author names, year of publication, number 
of subjects, age of subjects, inclusion criteria, methodology, 
and outcome measures.
Data synthesis and analysis
Studies were classified according to the type of risk fac-
tors assessed (psychological factors, adverse life events, 
and temperament and character factors) and as to sample 
recruited (clinical vs non clinical samples). Adjusted results 
were presented.
Results
Psychological factors
Twenty-five of the papers reviewed focused on psychologi-
cal issues as a key outcome measure, and we summarize 
them below. Depression, previous suicidal attempts, and 
substance abuse were embedded within a large proportion 
of the reviewed literature, so we present the studies grouped 
accordingly. These 25 studies are listed in Tables 1 and 2 
(reporting studies based on clinical and non-clinical sam-
ples, separately).
Depression
Depression is considered a major factor in the aetiology 
of suicidality in children and adolescents [4, 8–12], and it 
has been reported in both clinical and non-clinical samples. 
Major depressive disorder was associated with a fivefold 
higher risk for suicide attempts, even after controlling for 
other disorders [4], gender, age, race, and socioeconomic 
status [8, 13]. In addition, results from a cross-sectional 
study conducted by Spann et al. suggest that depressive 
symptomatology (measured by means of the Beck Depres-
sion Inventory) mediate the relationship between hopeless-
ness and suicidal behaviours [9].
Nevertheless, non-depressed adolescents may also report 
suicidal ideation and/or display suicidal behaviours [5, 14].
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Previous suicide attempt
Converging results from longitudinal studies indicate that a 
previous suicide attempt is an important predictor of a future 
suicide attempt, reported in both clinical and non-clinical 
samples, increasing the risk more than threefold during 
follow-up [15, 16]. Similarly, results from other prospective 
studies have shown that prior suicidal behaviour is strongly 
associated with suicide plans [17], and a previous history of 
non-suicidal self-injury may predict the occurrence of future 
non-suicidal self-injury [18].
Drug and alcohol misuse
Cross-sectional and longitudinal studies evaluating alcohol 
consumption among adolescents have consistently shown 
that alcohol misuse is a risk factor for suicidal behaviour 
in clinical and non-clinical samples [5, 8, 18, 19]. Further-
more, alcohol misuse may trigger suicidal ideation even in 
the absence of high levels of depressive symptoms [5].
Relatedly, smoking and abuse of drugs (such as canna-
bis) may increase the risk of suicidal behaviour [8, 11, 13, 
20–22], and the risk increases even more when drugs are 
used simultaneously with alcohol [4], which occurs quite 
frequently [23].
Other psychiatric diagnoses
Suicidal behaviour in children and adolescents may occur in 
relation to other psychiatric disorders, such as anxiety disor-
ders [8, 20], eating disorders [24–26], bipolar disorder [16], 
psychotic disorders [25, 27], affective dysregulation [5], 
sleep disturbances [28], and externalizing disorders [29]. A 
growing interest has focused on the study of suicidal behav-
iour in autism spectrum disorders [30]. Risk for suicidality 
seems to be increased as a function of the number of comor-
bid disorders [4]. In addition, as illustrated in a follow-up 
study, rehospitalisation appears to be a strong indicator of a 
future risk of a suicide attempt [31].
Other risk behaviours
Suicidality in this age range may be associated with low 
instrumental and social competence, and having been in a 
fight in which there was punching or kicking in the previous 
year [8].
Adverse life events
Serious adverse life events have been reported as preceding 
some suicides and/or suicide attempts [8, 14, 32]. They are 
rarely a sufficient cause for suicide/suicide attempts in isola-
tion, and their importance lies in their action as precipitating 
factors in young people who are at risk by virtue of, e.g. a 
psychiatric condition and/or of other risk factors for suici-
dality as detailed below. In this vein, stress-diathesis models 
proposed that stressful life events interact with vulnerabil-
ity factors to increase the probability of suicidal behaviour. 
Nevertheless, stressful life events vary with age. In children 
and adolescents, life events preceding suicidal behaviour are 
usually family conflicts, academic stressors (including bul-
lying or exam stress), trauma and other stressful live events. 
In this review, 11 studies assessed stressors that occur before 
suicidal behaviour, with similar results for both studies using 
clinical and non-clinical samples (see Tables 3 and 4).
Fig. 1  Study selection flowchart 
(using PRISMA guidelines) [7]
1499 records identified by Pubmed 
searches
8 additional records detected 
reviewing the references of 
relevant papers
715 records, after duplicates were 
removed
710 abstracts reviewed
33 full text articles excluded:
(12 did not meet the age criteria,
4 did not meet the study design criteria,
17 did not meet the objective criteria)
77 full text articles assessed
44 studies included in the qualitative 
synthesis
5 abstracts not available
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rd
er
/d
ys
th
ym
ia
 a
nd
 
po
st-
tra
um
at
ic
 st
re
ss
 d
is
or
de
r s
ig
ni
fic
an
tly
 in
cr
ea
se
s t
he
 li
ke
lih
oo
d 
of
 d
is
pl
ay
in
g 
su
ic
id
al
 th
ou
gh
ts
 a
nd
 b
eh
av
io
ur
s
C
zy
z 
et
 a
l. 
[3
1]
N
 =
 37
3
A
ge
: 1
3–
17
 y
r.
IC
: s
ui
ci
de
 a
tte
m
pt
er
s o
r 
id
ea
to
rs
 in
 p
re
vi
ou
s m
on
th
Pr
os
pe
ct
iv
e 
stu
dy
 
(9
 m
on
th
s)
B
H
S
C
D
R
S-
R
PE
PS
S
PE
SQ
SI
Q
-J
r
Y
SR
Re
ho
sp
ita
lis
at
io
n 
si
gn
ifi
ca
nt
ly
 in
cr
ea
se
d 
th
e 
ris
k 
of
 p
os
t d
is
ch
ar
ge
 su
ic
id
e 
at
te
m
pt
s 
du
rin
g 
fo
llo
w
-u
p 
pe
rio
d 
(h
az
ar
d 
ra
tio
 =
 3.
13
, p
 <
 0.
00
1)
AD
H
D
 a
tte
nt
io
n 
de
fic
it/
hy
pe
ra
ct
iv
ity
 d
is
or
de
r; 
AD
IS
 a
nx
ie
ty
 d
is
or
de
r i
nt
er
vi
ew
 sc
he
du
le
-c
hi
ld
 a
nd
 p
ar
en
t v
er
si
on
s, 
AD
S 
A
do
le
sc
en
t D
ep
re
ss
io
n 
Sc
al
e,
 A
SD
 a
ut
is
m
 sp
ec
tru
m
 d
is
or
de
r, 
BD
I B
ec
k 
D
ep
re
ss
io
n 
In
ve
nt
or
y,
 B
H
S 
B
ec
k 
H
op
el
es
sn
es
s S
ca
le
, C
BC
L 
ch
ild
 b
eh
av
io
r c
he
ck
lis
t, 
C
BQ
 C
on
fli
ct
 B
eh
av
io
r Q
ue
sti
on
na
ire
, C
-C
AS
A 
C
ol
um
bi
a 
C
la
ss
ifi
ca
tio
n 
A
lg
or
ith
m
 o
f S
ui
ci
de
 A
ss
es
sm
en
t, 
C
D
 c
on
du
ct
 d
is
or
de
r, 
C
D
RS
-R
 C
hi
ld
 D
ep
re
ss
io
n 
R
at
in
g 
Sc
al
e-
Re
vi
se
d,
 C
ES
-D
 C
en
te
r f
or
 E
pi
de
m
io
lo
gi
ca
l S
tu
di
es
 o
f D
ep
re
ss
io
n,
 C
I c
on
fid
en
ce
 in
te
rv
al
; C
IS
-P
V 
C
ol
um
bi
a 
Im
pa
irm
en
t S
ca
le
-
Pa
re
nt
 V
er
si
on
, C
G
I-
S 
C
lin
ic
al
 G
lo
ba
l I
m
pr
es
si
on
-S
ev
er
ity
 S
ub
sc
al
e,
 E
D
E 
ea
tin
g 
di
so
rd
er
 e
xa
m
in
at
io
n,
 E
D
I-
2 
Ea
tin
g 
D
is
or
de
r 
In
ve
nt
or
y,
 F
IS
A 
fo
llo
w
-u
p 
in
te
rv
ie
w
 s
ch
ed
ul
e 
fo
r 
ad
ul
ts
, I
C
 
in
cl
us
io
n 
cr
ite
ria
, I
SC
A 
in
te
rv
ie
w
 sc
he
du
le
 fo
r c
hi
ld
re
n 
an
d 
ad
ol
es
ce
nt
s, 
K-
SA
D
S 
ki
dd
ie
-s
ch
ed
ul
e 
fo
r a
ffe
ct
iv
e 
di
so
rd
er
s a
nd
 sc
hi
zo
ph
re
ni
a,
 M
AS
C
 M
ul
tid
im
en
si
on
al
 A
nx
ie
ty
 S
ca
le
 fo
r C
hi
ld
re
n,
 
O
D
D
 o
pp
os
iti
on
al
 d
efi
an
t d
is
or
de
r, 
O
R 
od
ds
 ra
tio
, P
AR
S 
Pe
di
at
ric
 A
nx
ie
ty
 R
at
in
g 
Sc
al
e;
 P
ES
Q
 P
er
so
na
l E
xp
er
ie
nc
e 
Sc
re
en
in
g 
Q
ue
sti
on
na
ire
; P
EP
SS
 P
er
ce
iv
ed
 E
m
ot
io
na
l/P
er
so
na
l S
up
po
rt 
Sc
al
e,
 R
AD
S 
Re
yn
ol
ds
 A
do
le
sc
en
t D
ep
re
ss
io
n 
Sc
al
e,
 S
A 
su
ic
id
e 
at
te
m
pt
, S
IA
B-
EX
 s
tru
ct
ur
ed
 in
te
rv
ie
w
 fo
r a
no
re
xi
c 
an
d 
bu
lim
ic
 d
is
or
de
rs
, S
IQ
-J
r 
su
ic
id
al
 id
ea
tio
n 
qu
es
tio
nn
ai
re
 a
da
pt
ed
 fo
r 
ad
ol
es
ce
nt
s, 
yr
. y
ea
rs
; Y
RB
S 
yo
ut
h 
ris
k 
be
ha
vi
or
 su
rv
ey
, Y
SR
 y
ou
th
 se
lf 
re
po
rt
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Ta
bl
e 
2 
 P
sy
ch
ol
og
ic
al
 fa
ct
or
s. 
N
on
-c
lin
ic
al
 sa
m
pl
es
Re
fe
re
nc
es
Sa
m
pl
e
Ty
pe
 o
f s
tu
dy
M
ea
su
re
s
Re
su
lts
Si
ng
ar
ed
dy
 e
t a
l. 
[2
8]
N
 =
 69
3
A
ge
 =
 5–
12
 y
r.
IC
: s
tu
de
nt
s
C
ro
ss
-s
ec
tio
na
l s
tu
dy
C
B
C
L
4-
po
in
t L
ik
er
t s
ca
le
 m
ea
su
re
d 
su
i-
ci
da
l b
eh
av
io
ur
 p
ol
ys
om
no
gr
am
H
ig
he
r p
er
ce
nt
 o
f R
EM
 sl
ee
p 
in
 su
bj
ec
ts
 w
ith
 se
lf-
ha
rm
 b
eh
av
io
ur
s 
(p
 =
 0.
04
5)
, e
ve
n 
af
te
r a
dj
us
tin
g 
fo
r d
em
og
ra
ph
ic
s a
nd
 d
ep
re
ss
io
n
K
el
le
he
r e
t a
l. 
[2
7]
N
 =
 11
12
A
ge
: 1
3–
16
 y
r.
IC
: s
tu
de
nt
s
Pr
os
pe
ct
iv
e 
co
ho
rt 
stu
dy
A
do
le
sc
en
t p
sy
ch
ot
ic
 S
ym
pt
om
s
Sc
re
en
er
Pa
yk
el
 S
ui
ci
de
 S
ca
le
SD
Q
A
m
on
g 
ad
ol
es
ce
nt
s w
ho
 re
po
rte
d 
ps
yc
ho
tic
 sy
m
pt
om
s, 
14
%
 re
po
rte
d 
a 
SA
 b
y 
3 
m
on
th
s (
O
R
 1
7.
91
; 9
5%
 C
I 3
.6
1–
88
.8
2)
 a
nd
 3
4%
 b
y 
12
 m
on
th
s (
O
R
 3
2.
67
; 9
5%
 C
I 1
0.
42
–1
02
.4
1)
. O
R
 a
cu
te
 S
A
: 6
7.
50
 
(9
5%
 C
I 1
1.
41
–3
99
.2
1)
O
’C
on
no
r e
t a
l. 
[2
0]
N
 =
 20
08
A
ge
: 1
5–
16
 y
r.
IC
: s
tu
de
nt
s
C
ro
ss
-s
ec
tio
na
l s
ur
ve
y
Ve
rs
io
n 
of
 th
e 
CA
SE
 q
ue
sti
on
na
ire
Fa
ct
or
s i
nd
ep
en
de
nt
ly
 a
ss
oc
ia
te
d 
w
ith
 se
lf-
ha
rm
 G
irl
s:
 sm
ok
in
g 
(O
R
 ra
ng
e 
2.
06
–2
.3
6 
ac
co
rd
in
g 
to
 n
um
be
r o
f c
ig
a-
re
tte
s;
 p
 <
 0.
05
), 
dr
ug
 u
se
 (O
R
 1
.9
5;
 9
5%
 C
I 1
.1
9–
3.
18
; p
 <
 0.
01
), 
an
d 
an
xi
et
y 
(O
R
 1
.1
3;
 9
5%
 C
I 1
.0
6–
1.
19
; p
 <
 0.
00
1)
 B
oy
s:
 sm
ok
in
g 
(O
R
 ra
ng
e 
11
.0
–7
.7
4 
ac
co
rd
in
g 
to
 n
um
be
r o
f c
ig
a-
re
tte
s;
 p
 <
 0.
00
1)
 a
nd
 a
nx
ie
ty
 (O
R
 1
.1
7;
 9
5%
 C
I 1
.0
7–
1.
27
; p
 <
 0.
00
1)
A
rr
ia
 e
t a
l. 
[5
]
N
 =
 12
49
A
ge
: 1
7–
19
 y
r.
IC
: fi
rs
t-y
ea
r c
ol
le
ge
 st
ud
en
ts
Pr
os
pe
ct
iv
e 
co
ho
rt 
stu
dy
B
D
I
D
I
Q
R
I
SS
A
S
Su
ic
id
al
 id
ea
tio
n 
am
on
g 
in
di
vi
du
al
s w
ith
ou
t h
ig
h 
le
ve
ls
 o
f d
ep
re
ss
iv
e 
sy
m
pt
om
s w
as
 p
re
di
ct
ed
 b
y:
 a
ffe
ct
iv
e 
dy
sr
eg
ul
at
io
n 
(χ
2  1
8.
6;
 O
R
 1
.1
; 
95
%
 C
I 1
.0
–1
.1
), 
an
d 
al
co
ho
l u
se
 d
is
or
de
r (
χ2
 7
.9
; O
R
 2
.0
; 9
5%
 C
I 
1.
2–
3.
3;
 p
 <
 0.
01
)
Ro
ss
ow
 e
t a
l. 
[1
9]
N
 =
 30
53
2
A
ge
: 1
5–
16
 y
r.
IC
: s
tu
de
nt
s
C
ro
ss
-s
ec
tio
na
l i
nt
er
na
-
tio
na
l s
ur
ve
y
Se
lf-
ad
m
in
ist
er
ed
 q
ue
sti
on
na
ire
s
El
ev
at
ed
 ri
sk
 o
f d
el
ib
er
at
e 
se
lf-
ha
rm
 a
m
on
g 
he
av
y 
dr
in
ke
rs
 (O
R
s 
be
tw
ee
n 
1.
7 
an
d 
4.
2;
 p
 <
 0.
05
)
Sp
an
n 
et
 a
l. 
[9
]
N
 =
 17
6
A
ge
: 1
3–
19
 y
r.
IC
: s
tu
de
nt
s
C
ro
ss
-s
ec
tio
na
l s
tu
dy
H
SC
R
A
D
S
RC
S
SE
Q
W
he
n 
co
nt
ro
lli
ng
 fo
r d
ep
re
ss
io
n,
 n
o 
si
gn
ifi
ca
nt
 re
la
tio
ns
hi
p 
be
tw
ee
n 
ho
pe
le
ss
ne
ss
 a
nd
 su
ic
id
al
 id
ea
tio
n 
[B
 =
 −
 0.
05
1,
 F
(2
, 1
67
) =
 0.
42
2,
 
p =
 0.
52
] o
r a
tte
m
pt
 [B
 =
 −
 0.
04
, F
(2
, 1
72
) =
 0.
20
, p
 =
 0.
66
]
Pa
rk
 e
t a
l. 
[1
3]
N
 =
 50
1
A
ge
: a
do
le
sc
en
ts
IC
: s
tu
de
nt
s
C
ro
ss
-s
ec
tio
na
l s
tu
dy
PA
C
I
SC
L-
90
-R
SS
I
M
al
es
: l
ife
 sa
tis
fa
ct
io
n,
 d
ep
re
ss
io
n,
 a
nd
 fa
m
ily
 c
om
m
un
ic
at
io
n 
ex
pl
ai
ne
d 
28
%
 o
f t
he
 v
ar
ia
nc
e.
 L
ife
 sa
tis
fa
ct
io
n 
w
as
 th
e 
str
on
ge
st 
pr
ed
ic
to
r o
f s
ui
ci
da
l i
de
at
io
n 
(β
 =
 −
 0.
31
5,
 p
 <
 0.
00
1)
, f
ol
lo
w
ed
 b
y 
de
pr
es
si
on
 (β
 =
 0.
24
7,
 p
 <
 0.
00
1)
Fe
m
al
es
: d
ep
re
ss
io
n,
 sm
ok
in
g,
 a
nd
 li
fe
 sa
tis
fa
ct
io
n 
ex
pl
ai
ne
d 
38
%
 
of
 th
e 
va
ria
nc
e.
 D
ep
re
ss
io
n 
w
as
 th
e 
str
on
ge
st 
pr
ed
ic
to
r o
f s
ui
ci
da
l 
id
ea
tio
n 
(β
 =
 0.
37
5,
 p
 <
 0.
00
1)
, f
ol
lo
w
ed
 b
y 
sm
ok
in
g 
(β
 =
 −
 0.
26
5,
 
p <
 0.
00
1)
W
ilc
ox
 e
t A
nt
ho
ny
 
[2
2]
N
 =
 16
9
A
ge
 a
t fi
rs
t a
ss
es
sm
en
t: 
8–
15
 y
r.
IC
: s
tu
de
nt
s
Pr
os
pe
ct
iv
e 
co
ho
rt 
stu
dy
Se
lf-
ad
m
in
ist
er
ed
 st
an
da
rd
iz
ed
 
qu
es
tio
ns
Ea
rly
-o
ns
et
 (<
 16
 y
r.)
 o
f c
an
na
bi
s u
se
 in
cr
ea
se
d 
ris
k 
of
 S
A
 (c
an
na
bi
s-
as
so
ci
at
ed
 R
R
 =
 1.
9;
 p
 =
 0.
04
) a
nd
 su
ic
id
e 
id
ea
tio
n 
in
 fe
m
al
es
 
(R
R
 =
 2.
9;
 p
 =
 0.
00
6)
. N
o 
as
so
ci
at
io
n 
fo
r e
ar
ly
-o
ns
et
 a
lc
oh
ol
 a
nd
 
to
ba
cc
o 
us
e
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Ta
bl
e 
2 
 (c
on
tin
ue
d)
Re
fe
re
nc
es
Sa
m
pl
e
Ty
pe
 o
f s
tu
dy
M
ea
su
re
s
Re
su
lts
B
ea
ut
ra
is
 [1
4]
N
 =
 60
 su
ic
id
e 
co
m
pl
et
er
s 
(a
ge
: 1
4–
24
 y
r.)
; 1
25
 
m
ed
ic
al
ly
 se
rio
us
 S
A
 
(a
ge
: 1
3–
24
 y
r.)
, a
nd
 1
51
 
no
n-
su
ic
id
al
 c
om
m
un
ity
 
co
m
pa
ris
on
 su
bj
ec
ts
 (a
ge
: 
18
–2
4 
yr
.)
C
ro
ss
-s
ec
tio
na
l s
tu
dy
Se
m
i-s
tru
ct
ur
ed
 in
te
rv
ie
w
Th
re
at
en
in
g 
lif
e 
ex
pe
rie
nc
es
Su
ic
id
e 
at
te
m
pt
er
s g
ro
up
 v
s n
on
-s
ui
ci
da
l s
ub
je
ct
s
 M
al
e 
ge
nd
er
 (O
R
 9
.9
, 9
5%
 C
I 3
.5
–2
8.
0,
 p
 <
 0.
00
01
), 
la
ck
 o
f f
or
m
al
 
ed
uc
at
io
na
l q
ua
lifi
ca
tio
n 
(O
R
 7
.0
, 9
5%
 C
I 2
.8
–1
7.
7,
 p
 <
 0.
00
01
), 
m
oo
d 
di
so
rd
er
 in
 th
e 
pr
ec
ed
in
g 
m
on
th
 (O
R
 4
.4
, 9
5%
 C
I 1
.4
–1
4.
0,
 
p <
 0.
05
), 
hi
sto
ry
 o
f p
sy
ch
ia
tri
c 
ca
re
 (O
R
 2
.6
, 9
5%
 C
I 1
.0
4–
6.
8,
 
p <
 0.
05
), 
an
d 
ex
po
su
re
 to
 re
ce
nt
 st
re
ss
fu
l l
ife
 e
ve
nt
s (
O
R
 1
3.
8,
 9
5%
 
C
I 4
.6
–4
0.
8,
 p
 <
 0.
00
01
)
SA
 v
s n
on
-s
ui
ci
da
l s
ub
je
ct
s:
 la
ck
 o
f f
or
m
al
 e
du
ca
tio
na
l q
ua
lifi
ca
-
tio
n 
(O
R
 6
.0
, 9
5%
 C
I 2
.6
–1
3.
9,
 p
 <
 0.
00
01
), 
m
oo
d 
di
so
rd
er
 in
 th
e 
pr
ec
ed
in
g 
m
on
th
 (O
R
 1
7.
1,
 9
5%
 C
I 7
.0
–4
1.
5,
 p
 <
 0.
00
01
), 
hi
sto
ry
 o
f 
ps
yc
hi
at
ric
 c
ar
e 
(O
R
 2
.7
, 9
5%
 C
I 1
.2
–6
.0
, p
 <
 0.
05
), 
an
d 
ex
po
su
re
 to
 
re
ce
nt
 st
re
ss
fu
l l
ife
 e
ve
nt
s (
O
R
 8
.4
, 9
5%
 C
I 3
.3
–2
0.
9,
 p
 <
 0.
00
01
)
Fa
ta
l v
s n
on
-fa
ta
l s
ui
ci
de
 a
tte
m
pt
: m
al
e 
ge
nd
er
 [O
R
 3
.7
, 9
5%
 C
I 
1.
7–
8.
2,
 p
 <
 0.
00
1)
], 
an
d 
m
oo
d 
di
so
rd
er
 in
 th
e 
pr
ec
ed
in
g 
m
on
th
 (O
R
 
4.
3,
 9
5%
 C
I 2
.1
–8
.7
, p
 <
 0.
00
01
)
A
ge
rb
o 
et
 a
l. 
[2
5]
N
 =
 49
6 
su
ic
id
e 
vi
ct
im
s a
nd
 
24
,8
00
 m
at
ch
ed
 c
on
tro
ls
A
ge
: 1
0–
21
 y
r.
C
ro
ss
-s
ec
tio
na
l s
tu
dy
D
at
a 
fro
m
 lo
ng
itu
di
na
l D
an
is
h 
re
gi
ste
rs
Th
e 
str
on
ge
st 
ris
k 
fa
ct
or
 fo
r s
ui
ci
de
 c
om
pl
et
io
n 
w
as
 m
en
ta
l i
lln
es
s i
n 
th
e 
yo
un
g 
(a
ttr
ib
ut
ab
le
 ri
sk
 1
5%
) (
95
%
 C
I 1
2–
17
): 
sc
hi
zo
ph
re
ni
a 
(I
R
R
 3
3.
1,
 9
5%
 C
I 1
6.
5–
66
.3
), 
aff
ec
tiv
e 
di
so
rd
er
s (
IR
R
 2
4.
3,
 9
5%
 
C
I 6
.6
4–
88
.7
), 
ea
tin
g 
di
so
rd
er
s (
IR
R
 8
4.
9,
 9
5%
 C
I 7
.1
7–
10
06
), 
an
d 
ot
he
r d
ia
gn
os
es
 (I
R
R
 1
0.
8,
 9
5%
 C
I 7
.7
5–
15
.0
)
K
in
g 
et
 a
l. 
[8
]
N
 =
 12
85
A
ge
 9
–1
7 
yr
.
IC
: N
IM
H
 M
et
ho
ds
 fo
r t
he
 
Ep
id
em
io
lo
gy
 o
f C
hi
ld
 a
nd
 
A
do
le
sc
en
t M
en
ta
l D
is
or
-
de
rs
 (M
EC
A
) S
tu
dy
C
ro
ss
-s
ec
tio
na
l s
tu
dy
M
EC
A
 S
er
vi
ce
 U
til
iz
at
io
n 
an
d 
R
is
k 
Fa
ct
or
s I
ns
tru
m
en
ts
C
on
tro
lli
ng
 fo
r d
em
og
ra
ph
ic
s:
 c
ur
re
nt
 m
oo
d 
(O
R
 1
1.
4;
 9
5%
 C
I 
6.
9–
19
.0
) o
r a
nx
ie
ty
 d
is
or
de
r (
O
R
 6
.1
; 9
5%
 C
I 3
.9
–9
.5
), 
ev
er
 h
av
in
g 
sm
ok
ed
 m
ar
iju
an
a 
(O
R
 3
.1
; 9
5%
 C
I 1
.6
–5
.9
), 
be
co
m
in
g 
dr
un
k 
in
 
th
e 
pa
st 
6 
m
on
th
s (
O
R
 3
.4
; 9
5%
 C
I 1
.9
–6
.1
), 
cu
rr
en
tly
 sm
ok
in
g >
 1 
ci
ga
re
tte
/d
ay
 (O
R
 4
.3
; 9
5%
 C
I 2
.1
–8
.7
)
A
dj
us
tin
g 
fo
r m
oo
d,
 a
nx
ie
ty
, o
r d
is
ru
pt
iv
e 
di
so
rd
er
: b
ec
om
in
g 
dr
un
k 
in
 
th
e 
pa
st 
6 
m
on
th
s (
O
R
 2
.1
; 9
5%
 C
I 1
.1
–4
.1
), 
cu
rr
en
tly
 sm
ok
in
g >
 1 
ci
ga
re
tte
/d
ay
 (O
R
 2
.3
; 9
5%
 C
I 1
.0
–5
.2
)
H
ul
té
n 
et
 a
l. 
[1
5]
N
 =
 12
64
A
ge
: 1
5–
19
 y
r.
IC
: S
A
Lo
ng
itu
di
na
l s
tu
dy
W
H
O
/E
U
RO
 M
ul
tic
en
tre
 S
tu
dy
 o
n 
Su
ic
id
al
 B
eh
av
io
ur
Re
pe
tit
io
n 
m
or
e 
fr
eq
ue
nt
 a
m
on
g 
in
di
vi
du
al
s w
ho
 h
ad
 u
se
d 
a 
“h
ar
d”
 
ve
rs
us
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Family conflicts
Family conflict has been associated with suicidal behaviour 
[18], even after controlling for gender, age, and psychiatric 
disorders [8]. Adolescents with a history of a suicide attempt 
more frequently than controls report stress related to parents, 
lack of adult support outside of the home, physical harm by a 
parent, running away from home, and living apart from both 
parents [33–35]. Other family situations associated with risk 
for suicidality are: parental suicidal behaviour, early death, 
mental illness in a relative, unemployment, low income, 
neglect, parental divorce, other parent loss, and family vio-
lence [20, 25, 29, 36].
Academic stressors
Students who perceive their academic performance as fail-
ing seem to be more likely to report suicidal thoughts, plans, 
threats, and attempts or deliberate self-injury [37]. Perfec-
tionism has been reported as a personality construct that may 
be associated with suicidality in adult samples. However, 
results from a pioneering study in children and adolescents 
evaluating the Perfectionism Social Disconnection Model 
suggest that the association between perfectionism and sui-
cidality is mediated by stressful life events (being bullied) 
or by other psychological features such as learned helpless-
ness [38].
Trauma and other adverse life events
In addition to family conflicts or academic performance 
problems, early traumatic experiences and other adverse life 
events have been associated with suicidal behaviours. A his-
tory of childhood sexual abuse is associated with a 10.9-fold 
increase in the odds of a suicide attempt between the ages 
of 4 and 12 years and a 6.1-fold increase in the odds of an 
attempt between the ages of 13 and 19 years [36].
Victims of bulling have higher rates of suicidal behaviour 
and ideation [39, 40], and some victims may be particularly 
vulnerable to suicidal ideation due to parental psychopathol-
ogy and feelings of rejection at home [41].
Change of residence may result in loss of a familiar envi-
ronment as well as a breakdown of the social network, which 
may induce stress and adjustment problems, and therefore, 
increase the risk of suicidal behaviour [42].
Other stressful circumstances that may precede suicidal 
behaviour are peer conflict, legal problems, physical abuse, 
worries about sexual orientation, romantic breakups, expo-
sure to suicide/suicide attempts, and physical and/or sex-
ual violence among trafficked victims [11, 12, 20, 32, 39, 
43–45].
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Temperament and character
Some personality traits have been identified as predisposing 
factors for suicidality. Neuroticism, perfectionism, interper-
sonal dependency, novelty-seeking, pessimism, low self-
esteem, a perception that one is worse off than one’s peers, 
and self-criticism have been implicated as risk factors for 
suicidality in adolescents [20, 37, 46–49]. Similarly, mala-
daptive coping styles have been described as a risk factor for 
both depression and suicidal ideation [50].
Impulsivity has emerged as an important issue in suici-
dality [17, 20, 51, 52], with 50% of adolescents having only 
started thinking about self-harm less than an hour before the 
act itself [20] (Tables 5, 6). 
Discussion
Suicidality among children and adolescents is a topic of 
increasing concern, and this is reflected in the strong/large 
increase in the amount of literature assessing suicidality over 
recent years. While deaths in these populations due to other 
causes are decreasing, rates of suicide remain high [2]. This 
highlights the importance of suicidality research and a move 
to improving and developing suicide prevention strategies.
This review identifies several psychosocial risk factors 
for suicidality (Table 7).
The majority of publications reviewed in this present 
work indicate that young people with suicidal behaviour had 
significant psychiatric problems, mainly depressive disor-
ders and substance abuse disorders. The presence of a major 
Table 3  Adverse life events. Clinical samples
Clinical samples
ADS Adolescent Depression Scale, BDI Beck Depression Inventory, BHS Beck Hopelessness Scale, CBCL child behavior checklist, CBQ Con-
flict Behavior Questionnaire, C-CASA columbia classification algorithm of suicide assessment, CDRS-R Child Depression Rating Scale-Revised, 
CES-D Center for Epidemiological Studies of Depression, CGI-S Clinical Global Impression-Severity Subscale, CI confidence interval, IC 
inclusion criteria, K-SADS kiddie-schedule for affective disorders and schizophrenia, MASC Multidimensional Anxiety Scale for Children, OR 
odds ratio, PEPSS Perceived Emotional/Personal Support Scale, PESQ Personal Experience Screening Questionnaire, RADS Reynolds Adoles-
cent Depression Scale, SA suicide attempt, SIQ-Jr Suicidal Ideation Questionnaire adapted for adolescents, SSB Spectrum of Suicide Behavior 
Scale, yr. years, YRBS youth risk behavior survey
References Sample Type of study Measures Results
Brent et al. [18] N = 334
Age: 12–18 yr.
IC: CDRS-R ≥ 40 and CGI-S ≥ 4
Prospective study BDI
BHS
CBQ
CDRS-R
K-SADS-PL
SIQ-Jr
Family conflict is a predictor of suicidal 
adverse event (OR 1.1, 95% CI 
1.03–1.16)
Vitiello et al. [12] N = 439
Age 12–17 yr.
IC: Major depressive disorder
Prospective study ADS
BHS
C-CASA
CDRS-R
K-SADS-PL
MASC
RADS
SIQ-Jr
An acute interpersonal conflict identi-
fied in 72.7% of cases of subjects 
with a suicidal adverse event (84% 
youth–parent conflict, 16% youth–peer 
conflict). Identifiable recent legal 
problem present in 13% of those 
subjects with a suicidal adverse event 
during follow-up
Qin et al. [42] N = 4160 SA; 79 completed suicides; 
2370 matched controls
Age: 11–17 yr.
Prospective study Danish
longitudinal 
population 
registries
Attempted and completed suicide risk 
significantly increased with increasing 
changes of residence
Asarnow et al. [11] N = 210
Age: 10–18 yr. IC: SA and/or ideation.
Cross-sectional study CBCL
CBQ
CES-D
YRBS
Life Events Scale
Stressors associated with increased SA 
risk
 Females: romantic breakups (OR 3.16; 
95% CI 1.65–6.06; p < 0.001) and 
exposure to suicide/SA (OR 3.05; 95% 
CI 1.54–6.04; p < 0.001)
 Males: romantic breakups (OR 5.12: 
95% CI 1.61–16.24; p < 0.01)
Kerr et al. [34] N = 220
Age: 12–18 yr. IC: inpatients
Cross-sectional study BHS
PEPSS
PESQ
RADS
SIQ-JR
SSB
Suicidal ideation associated with 
perceptions of lower family support 
among females (β = − 0.26, p = 0.002, 
and higher peer support among males 
(β = 0.24, p = 0.016)
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 C
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depressive disorder increases the risk of suicide attempts 
[4]. Nevertheless, mood disorders do not explain all suicidal 
ideation and behaviours [5], and important distinctions must 
exist between depressed adolescents who have experienced 
suicidal ideation but have never attempted suicide and those 
who have done so. The evidence clearly highlights the com-
plexity of suicidality and points towards an interaction of 
factors contributing to suicidal behaviour. Previous history 
Table 6  Temperament and character. Non-clinical samples
CASE Child and Adolescent Self Harm in Europe, CES-D Center for Epidemiological Studies of Depression, CI confidence interval, IC inclu-
sion criteria, OR odds ratio, SA suicide attempt, yr. years
References Sample Type of study Measures Results
O’Connor et al. [20] N = 2008
Age: 15–16 yr.
IC: pupils
Cross-sectional study Version of the CASE ques-
tionnaire
Optimism protects girls from 
self-harm (OR 0.93; 95%  CI4 
0.88–0.97; p < 0.005)
Chabrol and Saint-
Martin [46]
N = 312
Age: 14–18 yr.
IC: students
Cross-sectional study CES-D
Youth Psychopathic traits 
Inventory
Affective component of psycho-
pathic traits is an independent 
predictor of suicidal ideation 
(β = 0.17, t = 3.04, p = 0.002)
Martin et al. [37] N = 2603
Age: 13 yr. (time 1), 14 yr. 
(time 2), and 15 yr. (time 
3).
IC: students
Prospective study A single-item measure of 
perceived academic per-
formance
Rosenberg’s Self-esteem 
Scale
Nowicki–Strickland Locus 
of Control Scale for 
Children
Low self-esteem associated with 
suicide thoughts (OR between 
2.39 and 3.48), plans (OR 
between 2.76 and 3.55), threats 
(OR between 2.51 and 3.72), 
deliberate self-injury (OR 
between 1.99 and 2.58), and  SA5 
(OR between 2.26 and 4.30).
External attributional style associ-
ated with suicide thoughts (OR 
between 1.86 and 2.39), plans 
(OR between 1.91 and 2.74), 
threats (OR between 1.72 and 
1.95), deliberate self-injury (OR 
between 2.06 and 3.34), ad SA 
(OR between 1.79 and 2.90)
Barber [49] Study I
 N = 2619
Age: 11–20 yr. IC: students
Study II
 N = 2111
Age: 12–17 yr. IC: students
Cross-sectional study Study I:
 Structured Question-
naire. Youth suicide rate 
obtained from 1994 World 
Health Organization 
statistics
Study II: 
 Self-administered question-
naires
Study I: correlations between 
adjustment and suicide:
 Males: total adjustment 
r(7) = 0.74, p < 0.05; self-esteem 
r(7) = 0.87, p = 0.01; school 
adjustment r(7) = 0.81, p < 0.05; 
social adjustment NS
 Females: all adjustment analyses 
NS
Study II: in males, suicidality was 
significantly associated with 
the interaction social compari-
son × depressed affect (t = 9.4, 
p < 0.001), social comparison 
(t = − 4.5, p < 0.001) and with 
the interaction social com-
parison × self-esteem (t = 9.5, 
p < 0.001). Among females, 
suicidality was significantly 
associated with depressed 
affect (t = 4.3, p < 0.001), the 
interaction social compari-
son × depressed affect (t = 5.0, 
p < 0.001), self-esteem (t = − 2.2, 
p < 0.05), social comparison 
(t = − 3.7, p < 0.001), and inter-
action social comparison × self-
esteem (t = 5.2, p < 0.001)
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of suicide attempts can identify a population at risk [15, 17], 
as does the concurrence of different disorders [4].
However, predicting which adolescents are likely to 
repeat their suicidal behaviour is still an area that needs fur-
ther development. The natural history of suicidal behaviour 
among children and adolescents is not completely deline-
ated. Clearly, more information is needed to understand the 
complex relationship between risk factors for suicidality and 
to be able to establish prevention strategies for suicidality in 
children and adolescents. Prospective studies with adequate 
sample sizes are needed to investigate these multiple vari-
ables of risk concurrently and over time.
Drug and/or alcohol misuse may also increase the risk 
for suicide attempt [8, 11, 18]. Acute intoxication may even 
trigger the suicidal act in vulnerable individuals by increas-
ing impulsiveness, enhancing depressive thoughts and sui-
cidal ideation, limiting cognitive functions and ability to 
see alternative coping strategies, and reducing barriers to 
self-inflicted harm [53]. In this vein, drug and/or alcohol 
misuse may act as proximal but also distal risk factors for 
suicidality and also may mediate or moderate the influence 
of other risk factors on suicidality [54]. Moreover, common 
neurobiological vulnerability has been described in depres-
sion, impulsivity and drug and/or alcohol use disorders such 
as a greater serotonergic impairment [53], which may help 
explain their frequent co-association and also their relation-
ship with suicidal behaviour, a violent behaviour associated 
with disturbances in the serotonergic system [53].
In addition, vulnerability to suicidal behaviour may be, 
at least to some degree, mediated by some personality traits, 
such as neuroticism and impulsivity [17, 20, 48, 51, 52]. 
The association of poor emotional regulation strategies and 
behavioural impulsivity with suicidal behaviour leads to 
consider the existence of affective regulation vulnerability 
among children and adolescents at risk for suicidality.
Stressful life events may act as precipitating factors for 
suicidal behaviour. Our review identified several circum-
stances, such as family problems and peer conflicts that 
may exceed the coping strategies of some adolescents [8, 
18, 20, 25, 29, 33–36]. Nevertheless, it is important to note 
that some investigations suggest that it is the accumulation 
of stressful life events, and not the presence of one isolated 
Table 7  Studies investigating risk factors for suicidality among children and adolescents by type of self-injurious thought and/or behaviour
Variable Suicide attempt Suicidal behaviour Suicidal ideation/plan Non-
suicidal 
self-injury
Self-
injurious 
behaviour
Clinical variables
 Depression [4, 8, 9, 11–14, 29, 35] [9, 12] [5, 9, 12–14, 35] [12]
 Previous suicide attempt [15, 16] [17]
 Previous suicidal ideation [18] [12, 18] [18] [18] [12, 18]
 Alcohol and substance use [21] [2, 4, 5, 8, 11, 13, 18–20, 22] [5] [23]
 Eating disorders [26] [26] [26]
 Psychiatric disorders [4, 8, 27] [30] [20]
 Hospitalization [16]
 Sleep disturbances [20]
Adverse life events
 Family conflicts [8, 12, 17, 18] [12, 18] [8, 12, 17, 18, 34] [12, 18]
 Interpersonal and legal problems [12] [12] [12] [12]
 Change of residence [42]
 Romantic break-up [11]
 Exposure to suicidal behaviour [11, 29]
 Bullying [39] [32, 41, 44] [40]
 Abuse [45] [43]
 Sexual orientation [43]
 Academic performance [37]
Temperament and character
 Novelty seeking [47]
 Impulsiveness [4, 52] [52] [17] [52]
 Neuroticism, pessimism, perfec-
tionism, dependence
[48] [20]
 Low self esteem [37] [37] [37]
 External attributional style [37] [37] [37]
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stressful life event that appears to be related to later sui-
cidal behaviours [55]. However, as not all children exposed 
to stressful life events develop suicidal behaviours, some 
authors state that suicidality is not simply a logical response 
to extreme stress [54], which in turn leads to the hypoth-
esis of a stress diathesis model of suicidal behaviour [56]. 
Thus, from a suicidal behaviour prevention standpoint, 
further investigation is needed to clarify the relationship 
between stressful life events and suicidality in the paediat-
ric population.
Limitations
The conclusions that can be made regarding the strength of 
association between the risk factors presented in this review 
and suicidality are limited due to the relatively small amount 
of prospective studies that have been conducted to date [4, 
5, 12, 15, 17, 18, 22, 27, 29, 31, 37, 39, 40, 43, 48]. In addi-
tion, the majority of clinical studies used/studied/observed 
small populations. Publication bias is likely to be present as 
studies reporting no association between a risk factor and 
suicidal behaviour may not have been published. Suicidality 
was not measured by means of the same instrument across 
all the studies. Similarly, different instruments were used to 
measure psychopathology or to determine other psychoso-
cial variables, which is another limitation. The age range of 
participants and sociodemographic variables differs between 
the different studies making direct comparisons and sum-
maries across studies difficult/troublesome.
In conclusion, this review has pulled together relevant 
scientific literature addressing psychosocial risk factors 
for suicidality in children and adolescents. It suggests that 
various components and factors may contribute to the risk/
development of suicidality and suicidal behaviour in a young 
person, e.g. impulsivity, mood disorder, substance abuse, 
history of self-injury, and family and/or peer conflicts, to be 
considered as a cumulative/interactive process. The identifi-
cations of paediatric patients at high risk for suicidality and 
elements of resilience will improve preventative measure in 
targeted subgroups.
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